It may well be concluded that many cases of this condition have been missed by undue reliance on the classical stool and sigmoidoscopic findings.
The value of barium enemata in demonstrating a shaggy outline in localized areas of the large bowel is felt to be such as to warrant the use of this investigation in all cases of suspected or proven amoebic colitis. It follows that such cases of localized colitis, and particularly those limited to the cmcum and ascending colon, should under no circumstances be regarded as having a non-specific oetiology until the effect of anti-amoebic drugs has been tried. I wish to express my sincere thanks to Mr. Harold Burge and to Dr. Morton Gill for their permission to publish details of their cases and to Dr. H. W. A. Post whose interest in the radiology of amoebiasis has been of such assistance.
Right-sided Colitis
By E. C. B. BUTLER, F.R.C.S. DURING the past decade many writers have attempted to classify infections of the right colon in order that their pathology, symptomatology and treatment might be separated from those of true idiopathic ulcerative colitis.
In 1947 Crohn, Garlock and Yarnis stated that right-sided colitis was responsible for about 8 % ofcolonic infections. In their view this disease differed from both regional ileitis and ordinary ulcerative colitis in its clinical course and the surgical treatment required. Brooke and others at Birmingham consider that the majority of these infections should be called ileocolitis as they believe that the disease commences in the small intestine and then spreads distally to affect a variable amount of the large gut. In their view it is difficult, even at operation, to estimate the extent of small-bowel involvement and they are doubtful of the value of surgery in such cases because of the risk of recurrence in the remaining small intestine.
Although such infections undoubtedly occur they do not, in my experience, form the bulk of cases of right-sided colitis.
Apart from tuberculous infections I have met with the following types of infection of the right colon: (1) Spreading colitis with or without involvement of the small gut which histologically resembles Crohn's disease; (2) segmental colitis which appears to be a self-limiting disease and (3) ileo-colitis-as described by Brooke (1954). I should now like to discuss these types further, illustrating each group by case histories, some of which have been described at previous meetings.
SPREADING COLITIS
The first is that of spreading right-sided colitis with or without involvement of the terminal ileum. This disease is characterized by rather severe constitutional symptoms with intermittent diarrhoea, wasting, and pus in the stools. Bleeding from the bowel is unusual. The diagnosis is established by a barium enema which shows involvement of a variable amount of the right colon. The pelvic colon appears normal and sigmoidoscopy shows uninfected rectal mucosa. A follow-through meal may show disease of the terminal ileum. In those patients with disease of the terminal ileum it is difficult, and often impossible, to distinguish between regional ileitis which has invaded the colon, or vice versa. It is probable that both conditions are similar since under the microscope this group resembles Crohn's disease rather than ulcerative colitis. In our experience this type of infection is commoner than the true ileo-colitis as described by Brooke, and the response to surgery is good. The treatment is surgical; undue delay is unwise because the infection may spread distally at an alarming rate.
The infected bowel should be completely isolated and drained by a terminal mucous fistula. The proximal ileum is then anastomosed to the pelvic colon. The infected colon may be removed later, or at the same operation should the patient's condition be good. In the two-stage operation it is wise to divide the colon distal to the disease as otherwise the infection may creep down and invade the pelvic colon and the anastomosis. An ileostonly should never be carried out.
The following 5 cases illustrate this important group: Case L-Woman. aged 23.
Twelve months' diarrhcea and abdominal pain with loss of weight. Admitted 8.6.47 to London Hospital.
On examination.-A pale, thin woman with a tender mass in the right iliac fossa. Barium enema showed a filling defect of the cecum and spasm of the ascending and transverse colon.
18.6.47: Laparotomy. The terminal ileum was red and indurated and resembled Crohn's disease; the ascending and transverse colon was also affected. The terminal ileum was divided and the proximal end anastomosed to the pelvic colon. In this case the colon distal to the infection was not divided. Apart from an abscess in the right iliac fossa, which cleared up with local streptomycin, she has been well since. This patient is now married and has one child. (See Butler, 1950.) Comment.-At operation, this appeared to be a case of Crohn's disease Which had spread into the colon. The affected bowel has never been removed.
Case 11 A barium enema showed inflammation of the proximal colon as far as the beginning of the pelvic colon. Sigmoidoscopy was normal to 20 cm. 20.8.47: Laparotomy. Chronic infection of the whole of the large bowel from the cecum to the commencement of the pelvic colon. There the disease stopped abruptly and the transition from infected to normal bowel was most striking. The ileum was normal. The lymphatic nodes were not inflamed. The infected bowel was completely isolated and drained by a mucous fistula. The proximal ileum was anastomosed to the pelvic colon. Since the operation the patient has remained well save for one episode of anxmia. The infected bowel has never been removed as the patient does not mind her mucous fistula and does not wish another operation. (See Butler, 1953.) Comment.-This case was quite different from the first patient and did not resemble Crohn's disease. This appeared to be a true case of idiopathic right-sided colitis confined to the large bowel. Sigmoidoscopy was normal and barium enema showed infection of the right colon as far as the splenic flexure. A follow-through meal demonstrated disease of the terminal ileum.
2.5.52: A course of ACTH was commenced with immediate clinical improvement but directly the drug was stopped her condition relapsed and a further X-ray showed no improvement. 8.10.52: Laparotomy. The terminal ileum to half-way down the descending colon was involved by chronic inflammation. An exclusion operation was performed. The patient did well and later the infected bowel was removed.
Pathological report.-Regional colitis, chiefly affecting the right colon, with slight infection only of the terminal ileum.
The patient has remained well to date. (See Butler, 1953.) Comment.-This patient appeared to have a primary colitis with only slight secondary ileal involvement. Comment.-These 5 patients all had right-sided colitis; the pathological evidence was in favour of a regional colitis similar in type to Crohn's disease as opposed to ulcerative colitis. CC Proceedingj of th Royal' Society of Medicine 20 In 2 cases the terminal ileum was perfectly normal and in one only slightly affected; in the remainder it was possibly the source of the infection.
All have responded to surgical treatment and so far have remained well with no evidence of recurrent infection in the small intestine. SEGMENTAL COLITIS ,Thee infections differ from the last group since the lesions are localized and have normal bowel on either side. They may affect separate segments of the large gut at the same or at different times and the differential diagnosis from carcinoma or diverticulitis is usually difficult. The symptomatology includes diarrhea, wasting, -anaemia, an abdominal mass, or intestinal obstruction. This group is rare but I have met 2 cases affecting the right colon. The treatment is generally surgical as, although resolution may occur, laparotomy is often carried out to establish the diagnosis.
Case I.-Womar, aged 26. 26.6.54: On admission this patient gave a history of several days' pain in the right iliac fossa. There was a hard lump palpable and a diagnosis of an appendicular mass was made. With rest her temperature and pulse settled and she was discharged to be readmitted later for an interin appendicectomy.
13.9.54: Readmitted because of increasing abdominal pain, swelling and anmmia (Hb 39%j). She. was ill, wasted, and a large tumour filled the right side of the abdQmen. The stools contained occult blood. A follow-through meal showed a large filling defect extending from the terminal ileum to the hepatic flexure. The appearances were those of an infection rather than a neoplasm.
Laparotomy (29.9.54) showed a large mass filling the right abdomen and adherent to the muscles. The liver was clear. The terminal ileum was adherent to but not involved in the mass. The rest of the colon was normal. Frozen section from a part of the swelling invading the abdominal wall showed no new growth. Excision was impracticable. The distal ileum was divided and the part adherent to the mass excised for pathological examination. An end-to-side anastomosis between the proximal ileum and the transverse color was carried out. The abeomen was closed with a stab drain in the right iliac fossa.
Pathological report.-Pyogenic granulation tissue involving all coats of the small gut. No evidence, of Crohn's disease.
Course.-Following the operation the patient's general condition rapidly improved. Her Hb and weight returned to normal. Six weeks after operation she felt well and the mass had nearly disappeared. Although the immediate results were excellent, a right-sided colectomy may be required in the future.
Comment.-The pre-operative diagnosis in this case lay between malignant disease and an unusual type of appendicular infection. I was -in favour of malignancy because of the rapid wasting and severe anmemia, since both points were against appendicitis. In view of the radiological and operative findings I think it is justifiable to describe this case' as one of an unusual colitis, limited to the right colon. The ileum, although adherent to the inflamed bowel, was not involved by the disease. Case I1.-Woman, aged 48.
History.-1944, excision elsewhere of the pelvic colon for supposed carcinoma. Well since. Lately has complained of right-sided abdominal pain.
On examination.-Tender lump in right iliac fossa. A. barium enema showed a filling defect in thfe cxecum.
10.9.52: Laparotomy sltowed a hard lump-in the cwcum. Right hemicolectomy was performed. Pathological report.-Chronic granulomatous infection of all coats of the c=cum. The ascending colon and ileum were normal. The findings suggest a localized pyogenic and granulomatous inflammation of the cwcum allied to Chron's disease.
Following this report we wrote to the hospital where the. first operation had been performed. Their pathologists reported an area of chronic colitis in the pelvic colon, not a carcinoma. Here we have an example of a patient developing two separate lesions of segmental colitis in differnt parts of the colon at widely separated intervals. (See Butler, 1953.) ILEOCOLITIS I have met with only one case of the type described by Brooke. This is a very important group to recognize both radiologically and at operation as excision may well prove disastrous. Case L.-Man, aged 32.
Historvy.-Nearly three years' diarrhoea; he had teen treated as ulcerative colitis. Blood had not been noted in the stools. , -On examination.-Thin man -with tender cacum. Sigmoidoscopy showed cedematous mucosa. There was blood coming down from above-but no ulcers were visible. Barium enema showed rightsided colitis with involvement of the-terminal ileum. A follow-through meal showed destruction of the mucosal pattern of the terminal ileum but no stenosis. 29.12.54: Laparotomy. Diffuse infection of the whole of the large bowel, greatest on the right side. The lower half of the ileum was involved in discrete areas of inflamma$on, in between which the bowel looked normal. It was difficult to determine the upper level of the disease. The areas in the small gut looked more like tuberculous infection than anything else but the stools had never contained tubercle bacilli. The abdomen was closed as excision would have been unwise. A lymphatic gland was removed and bacteriological examination revealed one tubercle bacillus but this was not confirmed by pathological examination.
This patient is having a full course of anti-tuberculous therapy but in my view falls very well into the group so ably described by Brooke and his associates. Until we find the cause of this type of infection it is unlikely that surgery will have much to offer. _ ONCLUSIONS I have set out briefly the varieties of idiopathic infections which may affect the right colon. Such conditions as actinomycosis, tuberculosis, and diverticulitis have been omitted since their 2etiology is known and their treatment well established.
It is now possible with careful radiological and sigmoidoscopic examination to differentiate the group,, I have described from true ulcerative colitis; I hope that the importance of accurate diagnosis has been sufficiently stressed since on that alone hangs the only hope of successful treatment.
